N 201 Exam #4 Test-Out
Test-Out #4 will be a “pulling it all together” type of exam.  You will be required to prepare a “Ticket to Enter (TTE).”  This TTE is a tool for you to use during your assessment note write-up.  The more detailed you are, the easier and more thorough your assessment note will be.  There are 3 topics:  abdominal pain, chest pain, and headache.  You will need to prepare notes on these 3 topics.  
One possibility is to make a chart.  The areas that you will need to cover will be causes, symptoms, possible nursing diagnoses, possible medications, possible testing, and nursing interventions.  A sample chart is included below – obviously you will need a bigger chart to include all of the information, but this will make your write-up following the test-out much easier to complete if this information is readily accessible.

	
	CAUSES
	SYMPTOMS
	NURSING DX
	POSS MEDS
	POSS TESTING
	NURSING INTERVEN

	HEADACHE
	
	
	
	
	
	

	ABD PAIN
	
	
	
	
	
	

	CHEST PAIN
	
	
	
	
	
	



Another possibility is to write this is narrative format.  You use what works best for you.  Think about what types of conditions cause abdominal pain, chest pain, etc.  What types of symptoms would you look for?  What systems would you assess?  The more prepared you are, the more comfortable you will feel on Wednesday evening.  Focus heavily on nursing diagnoses and interventions!
We will begin test-outs at 4 p.m. at the Lakeview building.   Remember that you MUST BE IN UNIFORM, complete with stethoscope, watch, and pen for your test-out.  
Upon arrival to the Lakeview building, I will admit the first group to go with their assigned instructor.  Students should arrive no earlier than 5 minutes ahead of testing time as you will not be allowed access to the building.  If you are late, you may be assigned to a later time.  Upon admission, you will hand me your TTE and your nursing diagnosis book (if you choose to bring it).  I will hold it for you until after you complete the physical exam and return to me.  I will give you a piece of paper so that you may jot down information during your exam.
You will have no longer than 15 minutes to complete your exam on your “patient.”  Remember that you will need to obtain vital signs, a brief HPI (History of Present Illness – think OLDCART – if something doesn’t apply, be sure to verbalize that or you will be docked as it is assumed that you did not know that information), a brief family history (to see if there is anything that might be related), a brief social history, and a brief past medical history.  Be sure to include allergies and medications.  Then you will assess the patient, based upon the RN SCREENING ASSESSMENT handout.   
[bookmark: _GoBack]When you return, I will hand you an assessment note form, time you “in,” and you will begin your write-up, for which you are allotted 15 minutes.  When you complete your note, bring your assessment note, the piece of paper you took to the exam, your first assessment note, and your TTE to me and I will time you “out.”  This allows the instructors who will be grading your assessment note to see how much time was spent.  It is not fair if a person has a really thorough note and spent 45 minutes to get a really good grade and another person who had a good note and was done in the 15 minutes allotted to receive a lower grade.  Time spent is a part of the grade – we want good quality in a timely manner.  It would be nice if nurses had all day to document on each patient, but that isn’t reality.
I know this sounds like a lot, but this usually goes very smoothly.  Be prepared and you will do fine! Good luck!


N201 Test-Out #4 Grading Rubric
Name of student ______________________________               Abd pain  /  chest pain  /  headache
Additional Dx information _____________________________________________________________
Circle if completed – Points may be deducted at instructor’s discretion for unprofessional appearance/arriving to test-out unprepared (i.e. no TTE, no stethoscope, no watch, etc).
Vitals completed             T           P           R            BP
HPI           Onset         Location         Duration        Characteristics         Aggrevating       Relieving      Timing
Family Hx                  Social Hx                     Past Medical Hx
Systems:  EYES     EARS    NOSE     MOUTH     THROAT    NEURO     CV     RESP      MSK      ABD     GU     NECK     
Other System _____________________________________

Scoring							Written comments may be written below
Vitals                        ________/4
HPI                           ________/7*
FH                             ________/3
SH                             ________/3
PMH                         ________/3**
5 systems                 ________/30***
Communication     ________/10
Memorization        ________/10
SOAP note              ________/30

* = one point for each element of OLDCART
** = must include current medications and allergies for full credit
*** = Systems to be determined as follows:
4 systems covered = 20 points
3 systems covered = 15 points
 2 systems covered = 10 points
 1 system covered = 5 points

SOAP NOTE – TEST-OUT #4
Student  Name_________________________               Time IN ______________     Time OUT _______________
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